Surgical procedures in cleft lip and palate repair are continuously evolving. In the international literature, many guidelines exist dealing with different timings and surgical approaches. The authors present a technical strategy on primary palatoplasty and the guidelines for the surgical management of cleft lip and palate adopted by the Department of Maxillo-Facial Surgery of the Università ''La Sapienza'' of Rome. This approach has been developed to allow a physiological facial growth and to preserve the essential main features of the stomatognathic system enclosing phonation and swallowing. Moreover, the authors present their own surgical technique for primary palate repair at 24 to 48 months with the galea-pericranium free flap.
C left lip and palate treatment is a continuously evolving subject in the international scientific world as far as surgical techniques are continuously evolving and different protocols are adopted in various centers.
Nevertheless, it occurs a long time to verify the correctness of a treatment; indeed, the related outcomes for a nonaccurate primary treatment are highlighted at the end of the facial growth with different possible deformity levels involving the soft palate, the palatal vault, the maxillary growth, and the correct dental eruption. This may take 20 years or more.
The authors present a technical strategy on surgical timing and technique for the reconstruction of the palatal vault based on surgical approach described by Skoog on tibial periosteal graft. (Fig 3) . At the age of 48 months, she underwent primary palate repair using galea-pericranium free flap (Figs 4Y14).
At the age of 9 years, she underwent early secondary alveoloplasty with iliac crest bone graft (Figs 15 and 16).
TECHNICAL NOTE F
ocusing the attention on the second intervention, we propose a surgical technique to close the primary palate and the oronasal fistula, thus leading to appropriate palatal vault dimensions and to a correct tongue position permitting a harmonic maxillary growth together with the other elements of the splanchnocranium.
Under general anesthesia, with an orotracheal intubation, after positioning a Dingman gag (Fig 4) , the borders of the cleft and the inferior area of the vomer are infiltrated with saline solution. Afterward, an incision with a beaver knife is performed starting from the borders of the residual cleft (Fig 5) . The incision, on the oral mucosa, along cleft margins, has to be of the appropriate dimensions to be folded to create a satisfying nasal layer.
Then, a few millimeters of subperiosteal dissection is realized to allow the galea-pericranium free flap healing directly in the subperiosteal layer.
Afterward, in the vomer area, a dissection of 3 to 4 mm of the mucosa is performed, and the nasal layer of the mucosa is mobilized to prepare it to the rotation with the aim of reconstructing the nasal mucosal layer. On a proportional rate with the cleft (Fig 6) , an incision in the temporal-parietal region is executed, and the galea-pericranium layer is reached. Afterward, a graft of suitable dimension to close the cleft is fit out and excised (Figs 7Y9). The flap is then isolated and placed correspondently to the previously set-up site. The borders of the graft are pocketed under the margins of the palatal flaps previously detached; the pericranium side is then positioned toward the bone layer of the cleft and sutured with separate 4/0 reabsorbable stitches (Fig 10) .
DISCUSSION S
ince 1837 with Dieffenbach's 8 first description of bony palate repair to our age, many authors described different techniques to solve the problem of hard palate cleft. Those interventions were mainly based on sliding or rotating mucoperiosteal flaps. From 1977, Stricker and Chancholle, 9 and lately other authors, described the possibility of closing the cleft palate with various tissue grafts. Our school aims to perform a restorative therapy of the deformity before the age of 2 years with the final goal of not compromising phonation, swallowing, and, in a wider perspective, the psychic and somatic development of the patient.
Basing on the work of Skoog on tibial periosteal graft, our school proposes a cleft palate and lip repair intervention using the galea-pericranium free flap.
Our timing is based on a surgical treatment divided in 3 times. At the age of 6 to 9 months or 8-kg weight, we perform a lip and soft palate repair (based on the observation of Malek and Psaume 10 ) and rhinoplasty. As a consequence of this intervention, the cleft palate reduces his gap to 5 or 6 mm. At 24 to 48 months, we suggest restoring the cleft palate with the galea-pericranium free flap according to the previously described procedure. Finally, at the age of 9 years, we repair the alveolar bone with iliac crest bone chip graft.
It is our opinion that this protocol respects the characteristics of superior maxilla development and the other essential functions such as phonation and swallowing. In our experience, indeed, we observed that interventions based on sliding or rotating periosteal or mucoperiosteal flap, for the most part, lead to a noncorrect upper maxilla growth. There are 2 main features that are compromised. The first is represented by the scar retraction strength that might affect the sagittal and transversal upper maxilla growth. The possible tension strength could be responsible for a noncorrect transversal and vertical development of the maxillary bone, more specifically of the palatal vault.
As a consequence of this possible outcome, the position of the tongue is lowered as well, thus producing a continuous sagittal growth stimulus on the mandible decreasing the physiological upper maxilla sagittal pressure.
This mechanism could be responsible for the increased incidence of class III dentoskeletal malocclusion in those kinds of patients.
Following this observations, we assess that, with the galea-pericranium free flap, these 2 features are completely respected as observed in this patient who at the age of 9 years presents a regular bone and facial development without any phonation or swallowing deficit (Figs 11Y14).
CONCLUSION T
he surgical approach the authors described is part of a long-lasting treatment. The exact timing the authors suggest is composed of the first intervention at 6 to 9 months or at least 8-kg weight consisting of lip and soft palate repair and primary rhinoplasty. The second intervention is performed at 24 to 48 months to close the cleft palate with the surgical procedure already described, and last, at the age of 8 to 10 years, the early secondary alveoloplasty is performed.
This timing perfectly respects the physiological facial growth avoiding any possible tension caused by palatal scar retraction. Moreover, it perfectly respects tongue positioning in the palatal vault. We must underline the fundamental role of the tongue in the upper maxilla sagittal and vertical growth and the correct development of the mandible. For this reason, many patients affected by cleft lip and palate will not have a nonharmonic facial development that might lead to a class III dentoskeletal malocclusion.
